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• In adult medical-surgical patients (P), how 
does implementing a discharge follow up 
program (I) compared to the standard 
discharge process (C) affect readmission 
rates (O) in three months (T)? 
RATIONALE
• Hospital Readmissions
• Increase hospital costs
• Decrease patient satisfaction
• Worse patient outcomes
Short term goal: 
Decrease the rate of hospital readmissions
• Connecting hospital to community
• Increases nurse satisfaction
• Improves trust of community
• Improves overall health of community
Long term goal:




increase hospital costs, 
decrease patient 
satisfaction and patient 
outcomes 
Hospital readmissions 
occur due to inadequate 
discharge education 
Discharge phone calls can 
decrease hospital 
readmissions 
Same bedside nurse with 
patient relationship to 
make discharge phone 
call improves trust with 
patient 
Making multiple calls 
post-discharge improves 
patient understanding of 
medications and disease 
process 
Having a nurse script 
improves documentation 




• Chief Nursing Officer











Nurse chooses patient based on relationship 
formed
Must be at least moderate risk of readmission
Collaboration with case management
Patient agrees to receive phone calls about care
Phone calls
Medication reconciliation, follow up 
appointments, answer questions
Month 1: every week
Month 2: every other week
Month 3: once at the end of the month
TIMETABLE
Research/Design
• Designed from other evidence-based research
Approval 








• Results disseminated to stakeholders
DATA 
COLLECTION/METHODS
• Three months prior to 
implementation
• Evaluation of readmission rate 
Pre-intervention 
• Three months after 
implementation 
• Evaluation of readmission rate
Post-intervention 
COSTS
• Costs associated with education 
materials
• Bedside nurses will call patients once a 
week during regular shift hours
• Lock to keep project information in a 
locker
• Decreased amount of hospital 
readmissions
• Decreased hospital costs
• Increased nurse satisfaction




DISCHARGE PHONE CALLS 
CAN DECREASE HOSPITAL 
READMISSIONS
SUPPORT RECEIVED FROM 
UNIT NURSES AND 
STAKEHOLDERS
AWAITING FOR PROPER 
APPROVAL PROCESS
• Any unit with discharged patients should implement a 
nurse-led telephone follow up program
• Ensure there is support from leadership
• Feedback from shared governance councils
• Utilize resources available
R E C O MM E NDAT I O NS
THANK YOU
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